in family statuses and transitions are significantly related to changes in physical health in ways that vary according to both sex and race.
EMPIRICAL FOUNDATIONS
A more substantial body of literature has linked marriage and marital transitions to mental health than has been the case for physical health, finding that marriage benefits mental health while divorce harms mental health (Wood et al. 2007 ). The limited research tying the family life course to physical health has generally been consistent in finding that a major transition, divorce, has negative effects on physical health (Lorenz, Wickrama, Conger, and Elder 2006; Meadows, McLanahan, and Brooks-Gunn 2008; Williams and Umberson 2004; Wu and Hart 2002; Zhang and Hayward 2006) . The literature concerning the relationship between current marital status and physical health is less consistent though, with some research finding a positive effect of being married (Waldron, Weiss, and Hughes 1998) and other research finding either no effect (Williams and Umberson 2004) or a negative effect (Wu and Hart 2002) .
In part, these discrepancies may be explained by researchers using different databases covering different segments of the American population and using different measures of physical health. Another source of differences, however, rests in the extent to which complexity in the family life course is fully considered. Some prior research has focused solely on the effects of a single transition, divorce (Lorenz et al. 2006) , while other research has concentrated on statuses such as marriage (Waldron et al. 1998; Williams, Sassler, and Nicholson 2008) or cohabitation (Wu, Penning, Pollard, and Hart 2003) , ignoring transitions into and out of these statuses. Still other research has focused on both statuses and transitions but ignores nonmarital cohabitation (Bennett 2006) , which has become an increasingly important component of the family life course. Only a handful of studies consider the effects of both marital and nonmarital statuses and transitions (Meadows et al. 2008; Wu and Hart 2002) . Furthermore, much of the prior literature has failed to account for the potential effects of selectivity, something to which I pay close attention.
The prior research on physical health also varies considerably with respect to whether the potential effects of parenthood are considered. A limited body of research has shown links between parenthood and physical health without considering the effects of marital status and marital transitions (Mirowsky 2002; 2006) . Most of the research considering the effects of marital status or marital transitions on physical health ignores parenthood. Waldron et al. (1998) consider the effects of both marital and parental statuses on physical health but ignore the potential effects of marital status transitions. Only Wu and Hart (2002) investigate the relationships between marital status, marital status transitions, parenthood, and physical health.
Failing to simultaneously consider multiple dimensions of the family life course provides a limited and potentially biased view of the effects of marital status, marital status transitions, and parenthood on health. Young men and women today experience very complex family life course patterns (Amato, Landale, HavasevichBrooks, Booth, Eggebeen, Schoen, and McHale 2008) . Nonmarital cohabitation and nonmarital childbearing are increasingly important components of the family life course and are closely interwoven with patterns of marriage and divorce.
Another limitation of previous research involves short time horizons. As an outcome, physical health is something that evolves over a longer period of time than may be the case for outcomes such as emotional stress, depression, and happiness. Research involving shorter periods of time may therefore fail to find effects of family statuses and transitions on physical health, especially among younger populations. Such research also fails to follow individuals both before and after they experience family life course statuses and transitions. Much of the previous research linking physical health and the family life course uses data that cover only a few years. For example, Wu and Hart (2002) use Canadian data that cover a 3-year period of time. Meadows et al. (2008) use data that span 5 years, while Williams and Umberson (2004) use data that span 8 years. The prior literature has also been inconsistent in handling potential variations in the linkages between the family life course and health that may occur according to race and gender. Some of the previous research focuses solely on women (Lorenz et al. 2006; Meadows et al. 2008; Williams et al. 2008; Williams and Umberson 2004) , while little previous research considers how theses linkages may vary according to race (Beckett and Elliott 2002) .
THEORY
Several theoretical positions have been proposed to explain the link between health and family statuses and transitions, including resource theory, stress theory, and selectivity. I briefly discuss each in turn, including why relationships might vary according to sex and race. My purpose is to outline a rationale for why family statuses and transitions might affect health rather than an adjudication between various theoretical positions.
Social and Economic Resources
Resource theory argues that economic and social resources (often in the form of social control of behavior) known to be linked to health vary according to family statuses, including marital status and parenthood (Depner and Ingersoll-Dayton 1985; Meadows et al. 2008; Umberson 1987; Williams and Umberson 2004; Wu and Hart 2002) . Prior research has generally found that married persons have access to more economic and social resources that enhance their health than do never-married and divorced persons (Ross 1995; Ross, Mirowsky, and Goldsteen 1990; Wyke and Ford 1992) . These resources include higher family income, an extended set of friendships, support and nurturing during times of stress, and mutual monitoring of healthrelated behaviors like smoking, drinking, and excessive eating (Waite 1995) .
The relationship between cohabitation and physical health is less well established. The available literature suggests, however, that cohabitors report lower levels of mental health than do individuals who are married (Brown 2000; Ross 1995) . The weaker relationship between cohabitation and positive health may stem from the fact that reciprocal care taking is less likely to occur in cohabiting relationships (Manning and Smock 2002; Peters and Liefbroer 1997) , as well as the fact that cohabitors exhibit less social integration in close networks of kin (Marcussen 2005; Nock 1995) and have fewer economic resources (Waite 1995) . This pattern is reflected in the fact that compared to married persons cohabitors are more likely to report mental illness, substance abuse, and violence (DeKlyen, Brooks-Gunn, McLanahan, and Knab 2006; Kenney and McLanahan 2006) .
The link between parenthood and physical health is also less well substantiated. Most of the prior research has focused on the effects of parenthood on mental health (Evenson and Simon 2005; Nomaguchi and Milkie 2003) , often finding mixed effects. Theoretically, however, parenthood has been linked to increases in social resources via social integration and expanded friendship networks (Gallagher and Gerstel 2001; Nomaguchi and Milkie 2003) , which should act to improve health. Parents may also seek to limit their participation in unhealthy behaviors (or are constrained from doing so by the burdens of parenthood) that might reduce their health and subsequently jeopardize the well-being of their children. At the same time, parenthood involves a number of daily strains (less leisure time, reduced sleep, increased likelihood of role overload and conflict, and reduced marital quality) that may serve to decrease health (Glass and Fujimoto 1994; Goldsteen and Ross 1989; Nomaguchi and Milkie 2003) . Thus, the direction of the relationship between health and parenthood is theoretically indeterminate. The limited empirical evidence suggests that parenthood reduces the number of health problems experienced by women (Waldron et al. 1998) .
Variations According to Sex and Race
The empirical evidence suggests that marriage is more beneficial to the health of men than women (Hu and Goldman 1990; Lillard and Waite 1995; Rogers 1995) . This effect may be tied to the fact that women are more likely to maintain strong social ties as they age irrespective of their marital status (Gerstel 1988; Turner 1994) and that within marriage men are more likely than women to receive feedback regulating their health behaviors (Umberson 1992 ). This point is important to note because unmarried men are much more likely than married men to engage in risky health behaviors such as heavy drinking and drug use (Umberson 1987) . As a consequence, unmarried men are more likely than married men to possess biomarkers of cardiovascular disease such as high blood pressure and elevated cholesterol levels (Beckett and Elliott 2002) .
Contrary to the case for marriage, parenthood may be more important to the health of women than men. Women still provide the majority of childcare (Sayer, Bianchi, and Robinson 2004) , and motherhood remains a master status for women (McQuillan, Greil, White, and Jacob 2003) , making it more salient to them. Nomaguchi and Milkie (2003) find that parenthood has strong effects on the lives of women but little effect on the lives of men (but see Evenson and Simon 2005 for conflicting evidence).
Variations in the relationship between marital status and health according to race have been less well studied than those linked to sex, but the way in which blacks and whites experience family roles may affect this relationship. For example, black women have a longer history of being employed outside the home than white women (Landry 2000) . Black women are also more likely to be economic providers when married (Broman 1991) . Other evidence indicates that black women experience lower levels of distress when family and work obligations interfere with each other (Marcussen and Piatt 2005) . These findings imply that marriage may not be as consequential for the health of black women compared to white women because the economic and social resources available to them may not be as closely tied to marriage.
Transitions as Stressors
A second theoretical perspective is stress theory. In this perspective it is not the family status occupied that matters but the stress associated with a transition that leads to that status. For example, economic losses, emotional loss, and disruption of social networks associated with divorce increase levels of stress, which have in turn been linked to reductions in mental and physical health (Lorenz et al. 2006; Meadows et al. 2008; Williams and Umberson 2004; Wu and Hart 2002) . Similarly negative effects of leaving a cohabiting union have been identified (Meadows et al. 2008; Wu and Hart 2002) .
Much less is known about the transition into marriage, but the greater resources enjoyed by married persons (both economic and social) suggest that this transition may have positive benefits for health. The limited amount of empirical research does not support this supposition, though. Indeed, the transition to marriage has been shown to have negative effects on health, perhaps reflecting the stresses, even if temporary, associated with substantial lifestyle changes (Meadows et al. 2008) .
The transition to parenthood can also be stressful (Belsky and Kelly 1994; Belsky, Lang, and Rovine 1985; Gerdingen and Center 2005) . Parenthood often involves the disruption of existing friendship networks, revised work and household schedules, increased financial burdens, and a renegotiation of the household division of labor, which can all increase stress levels (Cowan and Cowan 2000) . However, there is no clear empirical relationship between the onset of parenthood and mental health (Evenson and Simon 2005) and the available literature pertaining to the physical health consequences of parenthood transitions is very limited and focuses only on the transition to parenthood, ignoring transitions out of parenthood. In particular, Wu and Hart (2002) find no evidence that becoming a parent affects the health status of adults. No information is available about the consequences for health that may be associated with children leaving a household. On one hand, a child leaving a household may entail stress associated with losing close contact with a loved one. Children leaving home may also engender stressful changes in personal relationships and a renegotiation of self concept. On the other hand, a childfree lifestyle may substantially reduce stresses associated with parenting and may increase economic resources available to parents.
Variations According to Sex and Race
Race and sex differences in the relationship between family status transitions and health have been unevenly studied. Again, there is more information available about divorce as a critical transition. Consistent with the notion that marriage does more for the health of men than women, research has found that divorce has greater negative health consequences for men than women (Gove and Shin 1989: Williams and Umberson 2004; Wu and Hart 2002) . Although empirical evidence is lacking, several authors have suggested that the effects of divorce on health should be smaller for black women compared to white women given the greater incidence of divorce in the black population (reducing the likelihood that divorce carries with it any negative connotations) and the fact that black women are less likely to lose their attachment to the labor force while married, buffering the impact of marital dissolution on their financial and social resources (Beckett and Elliott 2002; Gove and Shin 1989; Ross et al. 1990 ).
Research on race and sex differences in the effects of changes in cohabitation and parenthood status is virtually nonexistent. Wu and Hart (2002) find that leaving a cohabiting union has similarly negative effects on the health of both men and women. Following the arguments made above for divorce, leaving a cohabiting union may have less impact on the health of black women than white women. Similarly, given the argument made in the previous section that parenthood is a master status for women, parenthood transitions may hold more substantial consequences for women than for men.
Selectivity
The third theoretical perspective linking family life course transitions and health is selectivity. On one hand, such selectivity may take the form of constant unobserved differences in healthiness, personality, and related factors that might generate differences in the family life course and health outcomes. On the other hand, the linkage between family life course statuses and transitions and health may not be causal. Rather, the observed associations are the result of health status selecting individuals into different family statuses through various transitions. More generally, the literature suggests that healthier individuals are more likely to marry and stay married (Goldman 1993; Joung, van de Mheen, Stronks, van Poppel, and Mackenback 1998; Wade and Pevalin 2004) . Arguments about the importance of selectivity in generating the linkages between family statuses and health thus make it imperative that any study postulating an effect of statuses and transitions on health take the potential effects of selectivity into account. Failure to do so runs the risk of attributing a causal interpretation to a relationship when it is not warranted.
Variations According to Sex and Race
Previous literature suggests that health impacts marital status and that this selection process is different for men and women. Cheung (1998) and Cheung and Sloggett (1998) find that health problems are negatively related to the chances of marriage for both men and women (but more strongly for women), while health problems are negatively related to the chances of divorce for women only (a form of adverse selection). Unfortunately, no prior research has examined race differences in selectivity linking marital status and health. However, substantial differences in marital status and health that exist between whites and blacks suggest that differences in selectivity according to race may exist and should be taken into consideration.
Taking into account these theoretical considerations I expand upon the prior literature in several ways. First, I analyze the association between the family life course statuses and transitions and health over a long period of time, covering up to 25 years of the early adult life course, and following individuals from a point prior to which most have had any health problems or had begun their family life course by forming intimate, coresidential relationships or having children. In this fashion, by focusing on family life course statuses and transitions as they affect health status, I am better able to minimize the likelihood of reverse causality. Second, I include measures of family life course statuses and transitions that cover marriage, cohabitation, and parenthood simultaneously. Third, I consider variations in the association between the family life course and health that may occur according to sex and race. Fourth, I use a fixed-effects procedure that minimizes the likelihood that stable, unmeasured characteristics of individuals generate the observed results.
DATA AND METHODS
Starting in 1979, the NLSY-79 interviewed 12,686 men and women between the ages of 14 and 21. In my analysis, I follow respondents from the time they reach age 18 until 2004 when they are age 43-46. Thus, respondents were interviewed a maximum of twenty-one times over a period spanning 25 years (interviews were annual through 1994, biennial thereafter). From these observations, I create a database consisting of person years where respondents contribute a person year for each round of the NLSY-79 in which they were interviewed. To the extent possible, if a respondent was not interviewed in a particular year but was interviewed in a subsequent year, I used retrospective information collected by the NLSY to complete information for the missing person year. Because I argue for differences in the relationship between the family life course and health according to race and sex, I examine four separate databases consisting of white men (53,869 Respondents who are permanently lost to follow-up, either because they cannot be tracked or because of changes in the sampling frame of the NLSY-79, contribute person years until they exit the survey. The NLSY-79 is also a household survey, and all eligible members of a sampled household are interviewed. Accordingly, there are a number of sibling pairs (or sometimes three or more siblings) in the data used for this article (approximately one-third of the households used in this analysis contained at least two siblings).
Because the NLSY-79 follows respondents over time, as well as includes respondents from the same household, I employ a fixed-effects procedure that controls for all stable, nontransient, individual-level, and household-level characteristics (observed or unobserved) tied to selectivity with respect to family statuses and transitions that might bias the relationship between the family life course and health. These stable characteristics could include factors such as personality (e.g., underlying motivation to maintain health, unobserved health habits, work habits), underlying genetic differences in health, family history and tradition related to health and work, and so on.
To measure health status, I consider two questions asked of all respondents in each of the survey years. I use these questions because they are the only healthrelated questions asked in each round of the NLSY-79. Both questions reflect health as it is related to participation in the labor market. The first question is, "(Are you/ would you be) limited in the kind of work you (could) do on a job for pay because of your health?" The second question is, "(Are you/would you be) limited in the amount of work you (could) do because of your health?" Respondents could answer yes or no to both questions. I code the current value (0 = no, 1 = yes) of each variable in each of the intervals for all respondents who have ever experienced a change in health limitations.
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Both questions referring to capacity to work are salient to respondents of the ages considered here (I use 18 as the lower age for respondents in order to assure that the question framed in terms of labor market participation is relevant to them). Because the response categories are dichotomous (yes/no), I use a fixedeffects conditional-likelihood logistic regression procedure to examine the relationship between the measured covariates and both measures of health status (Allison 2005; Johnson 2005 ). The regression results indicate the relationship between the included covariates and health status net of any fixed characteristics (measured or unmeasured) that may be linked to both the family life course and health status.
The family life course of respondents is captured by a set of time-varying dummy variables measuring marital and parental status at the beginning of each person year, as well as a set of time-varying dummy variables that indicate whether a transition into or out of any of these statuses occurred in the prior interval. The family statuses used in the analysis include never married, married, divorced or separated, cohabiting (never married forms the baseline category), and presence of an own child. I do not distinguish between first and higher order unions, nor do I consider number of own children not living in the household. Available sample sizes for higher order statuses and transitions are quite small. Exploratory analyses using measures distinguishing between first and higher order statuses and transitions did not yield evidence of better fitting models.
The transitions used include marriage, divorce, entering a cohabiting union, dissolving a cohabiting union, gaining own child (transitioning from a household without an own child to a household with at least one own child), and losing own child (transitioning from a household with at least one own child to a household without an own child) (no transition forms the baseline category). The term "own child" refers to the presence of a biological, adopted, or step child under age 18 living in the household.
In order to further reduce the influence of selectivity (beyond that afforded by the fixed-effects procedure), I include a number of time-varying control variables in the analysis (fixed covariates cannot be included in any fixed-effects procedure) SOP5302_04.indd 208 5/3/10 4:08:08 PM that have been shown to be related to health status in prior research. In particular, the inclusion of these variables helps to minimize the likelihood of selectivity based on transitory characteristics of respondents. These covariates include highest grade of schooling completed as of the beginning of each interval, whether the respondent was enrolled in school as of May of the current interval, the number of weeks worked in the prior interval (measured in weeks), cumulative labor force experience since 1979 as of the beginning of the interval, the logarithm of family income in the prior interval, and age. The controls for past labor market participation (in the past year and cumulative) are important because they reduce the likelihood that health status as measured by ability to participate in the labor market is simply the result of cumulative or transitory health disadvantages that would otherwise limit labor force participation.
DESCRIPTIVE STATISTICS
Shown in Table 1 are weighted descriptive statistics for respondents separately according to race and sex. The values presented are for person years and represent the average value for each variable over all the person years included for a particular group. In general, women report more health limitations in ability to work than do men, and blacks report more limitations than do whites. In addition, blacks are less likely to be married and more likely to be divorced than whites. Women are much more likely than men to have own children living with them. The control variables also indicate the expected race and sex differences, with men earning more than women and whites earning more than blacks. Men also have more time invested in the labor market than women. Because the indicators of health used in my analysis have not received prior attention in the literature, validation of their measurement characteristics is in order. Accordingly, Table 2 provides information linking the two measures used in my analysis to more objective and more commonly used measures of health. Results are shown separately by race and sex. The validating measures are taken from a set of health-related questions that are asked of all respondents in the NLSY-79 in the first interview after they turn age 40. These are cross-sectional estimates and thus cannot be used to establish changes in health over time. However, if the two indicators of health used in this analysis are valid, they should correspond to cross-sectional differences in alternative measures of health. The fixed measures of health used include (1) a dichotomous indicator (1 = yes, 0 = no) of whether the respondent spends 10 or more minutes per day on health problems ("Do you spend more than 10 minutes a day on your own health problems or conditions, such as preparing and taking medicines, applying treatments, taking care of surgical problems, or doing any kind of rehabilitation?"); (2) an indicator, ranging from 1 = all of the time to 6 = some of the time, of whether health problems limit the social activities of the respondent ("During the past 4 weeks, how much of the time has your physical health or emotional problems interfered with your social activities [like visiting with friends, relatives, etc.]?"); (3) an indicator, ranging from 1 = not limited at all to 3 = limited a lot, of whether health limits the respondent's ability to climb stairs ("Does your health limit you in your ability to climb several flights of stairs?"); (4) an indicator, ranging from 1 = not limited at all to 3 = limited a lot, of whether health problems limit participation in moderate activities ("Does your health limit you in your ability to participate in moderate activities, such as moving a table, pushing a vacuum cleaner, bowling or playing golf?"); and (5) the respondent's assessment of their health, ranging from 1 = excellent to 5 = poor ("In general, would you say your health is…").
The results in Table 2 show that the two longitudinal measures of health used in this analysis are closely linked with other measures of health in the expected direction. In the survey year closest to the year in which they turn 40, respondents who note that their health limits either the amount or kind of work they can do are significantly more likely to spend more than 10 minutes per day attending to health problems, are more likely to note that their health limits their social activities, their ability to climb stairs, or ability to participate in moderate activities. Their self-reported health is also significantly lower than respondents who do not list any limitations in the amount and kind of work they can do. Taken together, these results strengthen confidence in the ability of the two measures used in this analysis to distinguish between individuals who are truly suffering from a limitation in health and those who are not. Finally, because I make use of a fixed-effects procedure, only cases in which there was a change in health status provide information for the likelihood estimator. Because the sample I use is relatively young, one might question what fraction of the many intervals in the NLSY-79 database can be attributed to respondents who never experience a change in health status (overwhelmingly, these are respondents who report in all intervals that they have no health limitations, with a few respondents reporting a health limitation in all intervals). For white men, estimates in this article are based on 750 individuals who have ever experienced a change in health status covering 22.6 percent of intervals for limitations in kind of work and 18.2 percent of intervals for limitations in amount of work. For white women, estimates are based on 1,214 individuals having ever experienced a change in health status covering 30.6 percent of intervals for limitations in kind of work and 25.8 percent of intervals for limitations in amount of work. For black men, estimates are based on 484 men ever experiencing a change in health status covering 27.4 percent of intervals for kind of work and 24.6 percent of intervals for amount of work. For black women, estimates are based on 664 individuals ever experiencing a change in health status covering 39.8 percent of intervals for kind of work and 34.9 percent of intervals for amount of work. Tables 3 and 4 represent basic multivariate models for health limitations in kind of work and amount of work, respectively. The coefficients shown represent the relative odds that a respondent reports a health limitation in ability to work. Thus, coefficients less than 1.0 indicate positive effects on health, and coefficients greater than 1.0 indicate negative effects on health. As is normally the case with logistic regression models, the percent change in the odds of shifting health status can be calculated by subtracting 1.0 from the coefficient in question and multiplying by 100.
MULTIVARIATE ANALYSIS
The results in Table 3 show several consistent findings for limitations in kind of work that can be performed. First, the effects of current family status on health are much different for white men and women. In particular, marriage is linked to a smaller likelihood of health limitations among white men and a larger likelihood of health limitations among white women. Married white men are about 25 percent less likely than white men never in a union to report a health limitation in kind of work. Married white women are 60 percent more likely than white women never in a union to report a health limitation. Compared to their counterparts never in a union, cohabiting white women are also about 30 percent more likely to report a health limitation. For blacks neither marriage nor cohabitation is linked to limitations in kind of work for either sex. Contrary to other research, being divorced is not significantly associated with health in these data.
The results in Table 3 also show that there is a major distinction between men and women in the relationship between parenthood status and health. For both blacks and whites, the presence of children is unrelated to the health limitations of men, while it is positively related to the health limitations of women. Compared to women without children living in the household, white women with children who reside with them are about 70 percent less likely to report a health limitation in the kind of work they can do, while the figure for black women is about 63 percent less likely.
There is less consistent evidence that family-related transitions affect health limitations. For white men, movement into a cohabiting union is linked to better health. For white women, losing the presence of a child is associated with better health. For black women, a transition into marriage is related to worse health, while a divorce is linked to better health. For black men, no family life course transitions are related to limitations in the kind of work that can be performed. As indicated in the section below on extensions to the analysis, none of these transitions had effects that persisted over time. Thus, the effects of experiencing a transition Table 3 are short-lived (lasting no more than the duration between survey intervals) and do not indicate substantial alteration in the health trajectories implied by family and parent status. The results shown in Table 4 for limitations in amount of work that can be performed largely reflect those in Table 3 . In particular, marriage is beneficial to the health of white men and detrimental to the health of white women. Cohabitation has no statistically significant effects on health limitations. One minor difference is that the coefficient for marriage among black men is now marginally statistically significant, indicating better health (about 28 percent less likely to experience a health condition that limits their amount of work). Children are once again unrelated to the health status of men but are negatively related to health limitations among women of both races. In terms of transitions, moving into cohabitation is positively related to the health of white men, losing the presence of a child in the household is positively related to the health of white women, and divorce is positively related to the health of black women. Thus, as was the case for kind of work, the pattern of effects for transitions does not show a consistent pattern. Nor was there any indication that the effects of transitions persisted over time (see the section on extensions below). 
EXTENSION
I tested whether the amount of time spent in a particular status (measured as duration since the last transition marking the respondent's movement into that status). Several authors have suggested that duration spent in a status can alter the effect of that status on health (Bennett 2006; Meadows et al. 2008; Williams and Umberson 2004) . None of these models fit the data better than the models shown in Tables 3 and 4 , however (using standard chi-square tests obtained by subtracting the model chi-square values for hierarchical models; results not shown).
DISCUSSION
The results indicate that the family life course is linked to health limitations and these linkages vary according to sex and race. Differences that occur according to sex are particularly dramatic. Marriage reduces health limitations for men, while it increases health limitations for women. The effect of marriage on the health of men is consistent with prior findings and likely reflects the greater gains in socioemotional assistance and social networks associated with marriage for men (Beckett and Elliott 2002; Umberson 1987; 1992) . The fact that controls for important socioeconomic variables such as education, income, and labor force participation failed to explain the negative relationship between marriage and health for men provides further support for the notion that differences in social networks and monitoring of health-related behaviors are the mechanisms through which the relationship is generated. The positive effect of marriage on health limitations for women was unexpected in that prior research has generally found either no effect for women or a small positive effect on overall health (usually smaller than for men). Only Wu and Hart (2002) report a negative effect of marriage on overall health for women. One mechanism potentially driving the observed negative effect is the traditional caregiving role assumed by many women, which often means that they experience increased stress when providing care for multiple family members (e.g., spouse, children, and elderly parents) (Allen, Blieszner, and Roberto 2000; Loomis and Booth 1995) , negatively impacting their health.
A second difference between men and women is that, consistent with prior research (Evenson and Simon 2005; Nomaguchi and Milkie 2003) , children are not linked to the health limitations of men. For women, however, having children is strongly and negatively related to their health limitations. On one hand, this may be the result of selectivity in that healthier women are selected into parenthood. On the other hand, it may be the case that women with children are less likely to engage in risky behaviors (e.g., smoking, excessive alcohol consumption) that hold negative health consequences.
The major race difference is located among women and reflects the fact that being married is positively related to health limitations for blacks but not whites (although marriage also appears to be more tenuously linked to the health limitations of black men than white men). This finding is consistent with the notion that marital status is less consequential for the health status of black women than for white women. One possible mechanism for this effect rests in prior literature that suggests that black women are less likely than white women to be negatively affected by the multiple and often conflicting caregiving roles associated with married life (Marcussen and Piatt 2005) .
Although some transitions between statuses appear to have an effect on health limitations, they are short-lived effects, indicating little support for stress as a mechanism generating negative health outcomes. Moreover, there is no clear pattern of effects of transitions across race and sex groups. Thus, it appears to be the case that status in the family life course, more than transitions, is linked to the health limitations of men and women. These differences are not linked to differences in age, education, work experience, and income associated with the family life course. Rather, variation in the demands associated with different roles, and how these demands are differentially interpreted by various race and sex groups, and the access that these roles provide to social networks seem to provide the routes along which differences in health occur.
CONCLUSION
The results presented in this article demonstrate the relationship between the family life course of men and women and health limitations. Perhaps the most striking finding is that marriage is negatively linked to health limitations among men, while it is positively related to health limitations among women. Unlike marriage, cohabitation does not appear to be consistently linked to health limitations among young men and women. Overall, the results also indicate that status in the family life course is more important than transitions between statuses.
This study extends prior research in several ways. First, I use consistent measures of health status taken over a long period of time (25 years). Respondents are observed both before and after they hold different statuses in the life course. Second, I include a detailed set of family life course statuses and transitions that include marriage, cohabitation, and parenthood. Third, I use a fixed-effects procedure that minimizes the likelihood that selectivity generates the observed effects.
Despite its strengths, this study still suffers from weaknesses. One weakness rests in the measures of health. Even though a consistent set of measures was used over all waves of the NLSY-79, the questions used pertain to a limited domain of health: health as it tied to the amount and kind of work that can be performed. There is no information about the type of health problems that limit work, nor is there any information about the beginning and ending dates of limitations or their severity. I also assumed that physical health, rather than mental health, primarily limited a respondent's ability to work. Yet it may be the case that mental health issues also play a role in limiting a respondent's ability to work. Using the NLSY-79 data, I am also unable to directly measure the underlying mechanisms that might lead the family life course to be linked to health. Finally, subsequent research should seek to extend the analysis beyond whites and blacks.
Despite these limitations, the data clearly show a linkage between the family life course and health and that these linkages vary considerably by sex. Subsequent research needs to better detail the mechanisms underlying these associations. Subsequent research also needs to extend these findings to older ages in the life course. Although the NLSY-79 includes data over a long period of time, the results are limited to respondents in their early 40s.
NOTE
Thus, the dependent variable does not represent change in health status. Rather it rep-1.
resents the current value of health status in an interval for any respondent who has ever experienced a change in health status.
